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BUMED INSTRUCTION6010.17B

From: Chief, Bureauof MedicineandSurgery

Subj: NAVAL MEDICAL STAFF BYLAWS

Ref: (a) DOD Directive6025.13of20 Jul 1995
(b) JointCommissionon Accreditationof HealthcareOrganizations(JCAHO)

AccreditationManualfor Hospitals(NOTAL)
(c) JCAHOAccreditationManualfor AmbulatoryCare(NOTAL)
(d) SECNAVINST6401.2A
(e) BUMEDINST6320.66C
(f) BUMED[NST6320.67A
(g) BUMEDINST6010.13
(h) BUMEDINST6010.18A
(i) ManualoftheMedicalDepartment,Chapter16
a) BUMEDINST6010.21
(k) DOD Directive6040.37of9 Jul 1996
(1) ASD(HA) policy memo 98-031of 15 Apr 1998
(m)OPNAVINST 6320.7

End: (1) NavalMedical StaffBylaws
(2) NavalMedicalDepartmentFacility-SpecificMedical StaffPoliciesand Procedures-

SuggestedOutline
(3) NavalMedicalDepartmentFacility-SpecificMedical StaffPoliciesandProcedures

for RestraintandSeclusion- SuggestedOutline

1. Purpose.To providemedicalstaffbylawsfor DepartmentoftheNavy(DON) fixedmedical
treatmentfacilities (MTF), per references(a) through(c). References(d) through(1) provide
additionalguidance.Thesebylawsconstituteaframeworkin whichmedicalstaffmembersmay
actwith areasonabledegreeof freedomand confidencefor self-governanceofprofessional
activitiesandensureaccountabilityto thegoverningbody. This instructionhasbeencompletely
revisedandmustbe readin its entirety.

2. Cancellation. BUMEDINST6010.17A.

3. Applicability. This instructionappliesto all activeduty andReservemilitary andcivilian
healthcarepractitioners,asdefinedin reference(e), who areassignedto, employedby, con-
tractedto, orunderpartnershipagreementwith DON activitiesthat arerequiredby reference(a)
to seekaccreditationby JCAHOunderreferences(b) or (c). Theoperationalforces,while
exemptfrom the JCAHOaccreditationrequirement,mustestablishandimplementcomparable
quality ofcareoversightmechanismsfor operationalmedicalunits asrequiredby references(a)
and (m).
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a. All DON healthcarepractitionerswho areresponsiblefor making independentdecisionsto
diagnose,initiate, alter,or terminatearegimenof medicalcaremustbe subjectto credentials
reviewandmustbeapprovedfor delineatedclinical privilegesby adesignatedprivileging
authoritybeforeindependentlyprovidingpatientcareperreference(e). Clinical privilegeapproval
andmedicalstaffappointmentarerequiredfor thosepractitionersassignedto anMTF.

b. Perreference(e) clinical supportstaff, while requiredto be educationallyqualifiedand
currentlycompetentto providehealthservices,arenotauthorizedto providecareindependently,
arenot eligible to participatein the privilegingprocess,andarethereforenot eligible to be
membersof themedicalstaff.

4. Medical StaffBylaws

a. NavyMedical Departmentrulesandregulationsrelatingto medicalstaffappointment

with clinical privilegesand adverseprofessionalactionsarecontainedin references(e) and(f).
b. NavyMedicalDepartmentguidingprinciplescanbe foundat: http:/Ibumed.med.navy.

mil/meddept.pdf.

c. NavalMedicalDepartmentmedicalstaffbylawsrequiredby reference(b) arecontained
in enclosure(1). Individualcommandsshallnot unilaterallymodify thesebylaws.

d. MTF-specificmedicalstaffpolicy and proceduresmustbe recommendedby theMTF
ExecutiveCommitteeoftheMedicalStaff (ECOMS)andapprovedby theMTF privileging
authority asdesignatedby reference(e). Enclosure(2) is atemplatefor local medicalstaffpolicies
and procedures.Neitherthe ECOMSnorthe local privilegingauthorityshall unilaterallymodify
theMTF-specificmedicalstaffpoliciesandprocedures.

e. Facilities mustadhereto current,applicableJCAHOstandardsin mattersthatarenot
specificallyaddressedin enclosure(1).

5. Responsibilities

a. Perreference(d), the Chief,Bureauof Medicineand Surgery(BUMED), undertheChief
ofNaval Operations,is responsiblefor technicalprofessionalevaluationandexecutionofthe
credentialsreviewandprivileging program,includingtheNavalMedical Departmentmedical
staffbylaws.

b. Commandingofficersmustensurethatthemedicalstaffundertheircognizance:

(1) Complywith enclosure(1).
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(2) Developlocal facility policiesandproceduresthat addresstheissuesidentifiedin
enclosures(1) through(3),requiredby references(b) and (c), asapplicable.

~ 4~IL~

K. L. MARTIN
Vice Chief

Distribution:
SNDL, C28G (BRDENCLINIC)

C28H (BRMEDCLINIC)
C3 1 J (BRMEDCLINIC)
C31K (NAVMEDADMINU)
C34F (BRMEDCLINIC)
C34G (BRDENCLINIC)
C52 (BUMED SHOREBASED DETACHMENTS)
C58Q (BRDENCLINIC)
C58R (BRMEDCLINIC)
C85A (BRMEDCLINIC)
FA47 (NAVHOSP)
FA48 (NAVDENCEN)
FB58 (NAVHOSPandNAVMEDCEN)
FB59 (NAVDENCEN)
FB6O (NAVMEDCLINIC)
FC16 (NAVMEDCL[NIC)
FC17 (NAVHOSP)
FC18 (NAVDENCEN)
FF72 (NAVMEDCLINIC)
FH (BUMED COMMAND ACTIVITIES)
FT1O8 (NAVHOSP)
FT1O9 (NAVDENCEN)
FW1 (NATNAVMEDCEN)
FW2 (NATNAVDENCEN)
FW4 (NAVMEDCLINIC)

Copyto:
SNDL, A2A (NAVINSGEN only)

21A (COMLANTFLT, COMPACFLT,andCOMUSNAVEUR)
23A2 (COMNAVFORJAPANandCOMNAVMARIANAS only)
23B4 (COMIDEASTFOR)
28K1 (COMSUBGRUTWO only)
42A1 (COMFAIRCARIB andCOMFAIR KEFLAVIK only)
42A3 (COMFAIRMED only)
FA24 (COMNAVBASE GUANTANAMO BAY andCOMNAVREG MIDLANT

NORFOLK only)

3



BUMEDINST 6010,17B
7 Mar2003

Copyto: (continued)
SNDL, FB28 (COM~AVREGPEARL HARBOR, SAN DIEGO, andSEATTLE)

FC3 (COM~AVACTLONDON UK only)
FF1 (COM~NAVDIST)
FF38 (USNA)
FT1 (CNET)
FT2 (CNATRA)
FT28 (NETC)
FT3 1 (NTC GREATLAKES)
V3 (COMCABEAST)
V8 (MARCORCRUITDEPPARRISISLAND only)
V12 (CG MCCDC QUANTICO)
Vl6 (CG MCB CAMP BUTLER, CAMP LEJEUNE,andCAMP PENDLETONonly)

Availableat: http://navymedicine.med.navy.mil/instructions/directive/default.asp
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NAVAL MEDICAL STAFFBYLAWS

1. General.Thesebylawsareeffectiveon thedateofthis instruction. All membersofthe
medicalstaffperreference(e) aresubjectto thesebylawsandto locally developedsupplemental
MTF medicalstaffpoliciesandprocedures.Both aresubjectto reviewaspartof theMTFs
Quality Management(QM) Program.

a. OrganizationoftheMedical Staff. EachMTF mustestablishlocal policiesandprocedures
describingtheorganizationofthemedicalstaff, includingadescriptionofmedicalstaffofficer
positions,themethodofselectingofficers,thequalificationsto hold an office, responsibilitiesand
tenuresofofficers, andtheconditionsand mechanismsfor removingofficers from theirpositions.
All officers ofthemedicalstaff, includingcommitteechairs,mustbe membersofthemedicalstaff
andmustbe appointedby thecommandingofficer or electedby themedicalstaff. At leastone
membershallbe electedto theECOMSby themedicalstaff. TheECOMSmakesappointment
recommendationsregardingoffice candidatesto thecommandingofficerwho hasfinal decision
authority. Thecommandingofficer mayremoveany appointedorelectedofficer orchairin a
“show cause”orperparagraph6a(3)ofthis enclosure.

b. Eachcurrentmemberof themedicalstaffand eachapplicantfor appointmentmustbe
orientedto thesebylawsandsupplementalMTF medicalstaffpoliciesandprocedures.Prac-
titionersmustagreein writing thattheprovisionsset forth in themedicalstaffbylawsbind their
activities asmembersofthemedicalstaff.

c. Eachcurrentmemberofthemedicalstaffandeachapplicantfor appointmentmust
receiveacopyof, orhavereadyaccessto, acopyofthesebylawsandthe supplementalMTF
medicalstaffpoliciesandprocedures.

d. All MTF practitionersmustbe notified in writing andprovidedacopyof, orhaveready
accessto, therevisedtext whensignificantchangesaremadein thesebylawsor supplemental
MTF medicalstaffpoliciesandprocedures.

e. Theremustbe medicalstaffrepresentationandparticipationin any MTF deliberationthat
affectsthedischargeof medicalstaffresponsibilities.

2. DONMedical StaffMembership

a. DON Medical Staff. All privilegedpractitionersassignedto, employedby, contractedto,
andunderpartnershipagreementwith DON MTFs constitutetheDON medicalstaff, to include
physicianswith Doctorof MedicineorDoctorofOsteopathicMedicinedegrees,dentists,
advancedpracticenurses,andalliedhealthspecialists.Telemedicineprovidersfor DON MTFs
arenotrequiredto bemembersofthemedicalstaffatthereceivingMTF. Thelocal medical
staff is a subsetoftheDON medicalstaffandmustmeetthefollowing criteria:

(1) LicensedIndependentPractitioners(LIPs). Must be privilegedpractitionersas
designatedby references(a) and (e) to providepatientcareservicesindependentlyin MTFs to
thedegreepermittedby a license,training, the law,or DON regulations.

Enclosure(1)
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(2) DelineatedClinical Privileges. Mustbe grantedto definethescopeofpatientcare
servicesthat maybeprovidedindependentlyto thedegreepermittedby a license,training, the
law, facility limitations,andDON regulations(seeparagraph4).

b. MedicalStaffAppointmentCategories.A medicalstaffappointmentis aformal,written
authorizationto performpatientcarewith delineationofclinical privileges,reflectingthe
relationshipof thepractitionerto themedicalstaff. It will be extendedonly to competent
professionalswho continuouslymeetthequalifications,standards,andrequirementsset forth in
thesebylaws,andassociatedpoliciesofthemedicalstaffandtheNavy. Themedicalstaffis
organizedunderDepartmentof Defense(DOD) policy guidelinesfor medicalstaffappointments
andprivileges. Therearefourcategoriesofmedicalstaffappointments,perreference(e):

(1) Initial StaffAppointment.Theinitial NavalMedical Departmentprofessionalstaff
appointmentgives thepractitionertheopportunityto demonstrateto theprivileging authority
currentclinical competenceandtheability to complywith thefacility’s policies,procedures,
bylawsandcodeofprofessionalethics. Theinitial staffappointmentperiodwill be a lengthof
time in whichtheapplicantmeetsall thecriteriafor activestaffappointmentnot to exceed12
months. Theinitial appointmentmayleadto an activeor an affiliate staffappointment.

(2) Active StaffAppointment. Staffappointmentsgrantedto practitionerswho success-
fully completethe initial staffappointmentperiod. Theactive staffappointmentperiodis 24
months. Activestaffmembersareexpectedto participatefully in medicalstaffactivitiesand
abideby all medicalstaffbylaws.

(3) Affiliate StaffAppointment. Grantedto practitionersmeetingall qualificationsfor
appointmentto themedicalstaffaftersuccessfullycompletingthe initial appointmentperiod,but
whoareneitherassignedorganizationalresponsibilitiesnorexpectedto be full participantsin
activitiesof themedicalstaff. Theaffiliate staffappointmentperioddoesnot exceed24 months.
Affiliate membersmustbe knowledgeableofand agreeto abideby themedicalstaffbylaws.

(4) TemporaryStaffAppointment. Temporaryappointmentsaregrantedin situations
whentimeconstraintswill not allow full credentialsreview. Useoftemporaryappointments
shouldbe infrequentandonly to fulfill pressingpatientneeds.Temporaryappointmentsare
requiredwhenpractitionerspracticingundertemporaryprivilegeswill be admittingpatients.
Temporaryappointmentsmaybe grantedonly afterthefacility hasprimarysourceverified
licensureandcurrentcompetence.Theappropriatedepartmenthead,chairofECOMS,and
privileging authority,mustendorsethem. Temporaryappointmentsaregrantednot to exceed30
days,perreference(e).

c. PrivilegingAuthorities. Within theNavyMedical Department,eachMTF medicalstaff
is organizedunderaprivileging authority,per reference(e), who alsoservesasthelocal
governingbodyrepresentative.Themedicalstaffis responsiblefor thequality of themedical
anddentalservicesdeliveredby practitionersin the facility and is accountableto theprivileging
authority. Theprivileging authorityfor NavalReservistsis theOfficer in Charge,Healthcare
SupportOffice (HLTHCARE SUPPO),Jacksonville,Florida.

Enclosure(1) 2
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3. AppointmentsandReappointments.Appointmentandreappointmentto themedicalstaff
will be madeuponrecommendationoftheMTF ECOMSandapprovalby theprivileging
authority, perreference(e).

a. Criteria for MedicalStaffAppointment. Medical staffappointmentandreappointment
criteriahavebeenadoptedto ensurethat appropriatelytrainedandhighly competentmedical
staffsareavailableto providehealthcareservicesper reference(e). Thecriteriamustbe
uniformly appliedto all applicants,including thosein administrativepositionswho areeligible
for medicalstaffappointment. Thefollowing criteriaform thebasisfor grantingappointmentto
themedicalstaff:

(1) Thepractitionerpossessescurrentlicensure;relevanttraining andexperience;
appropriatepeer,directorate,department,or division headrecommendation;andcurrent
competencein the requestedprivileges. Theprofessionallicensemustbe current(active,not
revoked,suspended,or lapsedin registration),valid (the issuingauthorityaccepts,investigates,
andactsuponquality assuranceinformationsuchaspractitionerprofessionalperformance,
conduct,or ethicsof practiceregardlessofthepractitioner’smilitary statusorresidency),and
unrestricted(notsubjectto limitations on thescopeof practiceordinarily grantedall other
applicantsfor similar specialtyin thegrantingjurisdiction).

(a) Primarysourceverification is performed,perreference(e), in themulti-
institutionalcredentialsreviewandprivileging process.

(b) Action on anapplicationfor initial or renewalappointmentwith clinical
privilegeswill not proceeduntil therequiredinformationis availableandverified.

(c) Othersourcesofinformationaboutapplicants,suchastheAmericanMedical
AssociationPhysicianMasterfileandtheFederationof StateMedical BoardsPhysician
Disciplinary DataBankwill be consideredwhenavailable.

(2) Thepractitionerhasno currentmentalorphysicalimpairmentthat could limit the
practiceof requestedprivileges.

(3) Suitablefacility, staff, supportservices,andappropriateequipmentarepresentfor the
applicantandtheapplicant’spatients.

(4) Theneedexistsfor additionalstaffmemberswith theapplicant’sskill andtraining to
meettheneedsofthepatientpopulationserved.

(5) Thepractitionerpossessescurrentevidenceofadequateprofessionalliability
insurancewhenrequired.

(6) Thepractitionerparticipatesin relevantcontinuingprofessionaleducationthat relates,
in part, to theprivileging granted.

3 Enclosure(1)
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(7) Reappraisalfor reappointmentto themedicalstaffandrenewalor revisionofclinical
privilegeswill bebasedon information from theindividual’s professionalperformance
(performanceappraisalreport),judgment,andclinical andtechnicalskills, including theresults
ofQM activities.

(8) ResultsofaNational PractitionerDataBank querywill beusedin evaluatingthe
applicant,perreference(h).

b. Gender,Race,Creed,orNational Origin will not influencedecisionson grantingor
denyingstaffappointmentor reappointmentwith clinical privileges.

c. ApplicationProcess.Themedicalstaffmustpossessadequateinformationfor a
conscientiousevaluationoftheapplicantin orderfor the ECOMSto makea recommendationto
theprivileging authorityconcerninganapplicantfor appointmentorreappointmentto the
medicalstaffor for modificationofclinical privileges. Accordingly,themedicalstaffwill not
acton an applicationthat is notcomplete.An applicationfor appointment,reappointment,or
modificationof clinical privilegesshallnot be deemedcompleteunlessthefollowing aremet:

(1) Submissionofawrittenapplication,perreference(e), in which all oftherequisite
information is provided. All entriesandattachmentsmustbelegible, understandable,and
substantivelycompleteoneverypointof inquiry.

(2) Applicantrespondsto all furtherrequestsfor clarifying informationorsubmissionof
supplementarymaterialsfrom themedicalstaffand/ortheprofessionalaffairscoordinator
(PAC).

(3) Applicationfor neworadditionalprivilegesby amedicalstaffmemberin goodstand-
ing shall be submittedcompletewith supportingdocumentationto qualify for therequested
privileges.

(4) Incompleteapplicationswill not qualify for an appointmentrecommendation.Should
apractitionerfail to maketheapplicationcompleteafterareasonableopportunityto do so, the
applicationwill be deemedwithdrawnandthecredentialsprocesswill be terminated.Termina-
tion of thecredentialsprocessunderthisprovisionshall not entitlethe applicantto anyhearing
or appeal. ECOMSwill be notifiedbeforeanyactionis takento terminateapplication.

(5) Practitionerkeepstheapplicationcurrentandcompleteby informing thePAC in
writing of anymaterial changein theinformationprovidedor newinformationthatmight
reasonablyimpactthe applicant’scandidacy.

d. Applicationfor Medical StaffAppointment. Eachapplicantfor medicalstaffappoint-
mentmustsubmita completeapplicationper reference(e) containingthefollowing disclosures:

Enclosure(1) 4
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(1) Any pastorcurrentinvolvementin aprofessionalliability actionfiled andservedon
theapplicant.

(2) Any pastorcurrentinvolvementasadefendantin afelony or misdemeanorcase.

(3) Any voluntaryor involuntaryterminationof medicalstaffappointment(member-
ship); or voluntaryor involuntarywithdrawal,revocation,reduction,suspension,denial,or loss
of staffappointmentorclinical privilegesat anotherMTF.

(4) Any previouslysuccessfulor currentlypendingchallenges(includingsuspension,
revocation,andrestriction)to any licensure,registration,or certification(State,district,or Drug
EnforcementAdministration(DEA)), or thevoluntaryrelinquishmentorrestrictionof such
licensure,registration,orcertificationin anyjurisdiction.

(5) Any involvementin theunlawful useofcontrolledsubstances.

(6) Pastorcurrenttreatmentfor an alcoholordrug-relatedcondition.

(7) Pastor currenttreatmentorformal therapyfor a mentalhealthcondition.

(8) Recent(past5 years)hospitalizationhistory.

(9) Currentphysicalor mentalimpairment,currentmedications,andthepresenceof any
potentiallycommunicablediseaseor knownpositive serumhepatitisB surfaceantigenthatcould
limit clinical practice.

(10)Eachapplicantmust:

(a) Consentto inspectionof recordsanddocumentspertinentto his orher licensure,
specifictraining, experience,currentcompetence,andability to perform(healthstatus)and
appearfor an interviewwhenrequested.

(b) Submitreasonableevidenceofcurrenthealthstatuswhenrequestedby the
ECOMS.

(c) Submitasignedstatementpledgingto providefor thecontinuityof careofhis or
herpatients.

(d)Agreeto provideto themedicalstaffupdatedinformationrequestedon the
original applicationand subsequentreapplicationsor privilegerequestforms.

e. Privilegingauthorityactionon completeapplicationsmustbe accomplishedwithin 90
days.Theprocessingofapplicationpackageswill notbeginuntil thepackageis considered
completeperparagraph3dofthesebylaws. Seeparagraph2b ofthesebylawsfor appointment
categoriesand duration.
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f. Practitionersmustbe advised,in writing, by theprivileging authoritywhenmedicalstaff
appointmentis granted.

g. A separateindividual credentialsfile mustbe maintainedfor eachmedicalstaffmember.

4. DelineatedClinical Privileges. Clinical privilegesmustbe relatedto anindividual’s docu-
mentedexperiencein specifictreatmentareasorprocedures,including theresultsoftreatment
andtheconclusionsdrawnfrom QM activitieswhenavailable. Boardcertification,education,
training,ability to perform,andcurrentcompetencywill be consideredwhendelineatingclinical
privileges. Whenprivilegedelineationis basedprimarily on experience,the individual’s
credentialsrecordmustreflectthespecificexperienceandsuccessfulresultsthatform thebasis
for thegrantingofprivileges. Theprocessfor thedelineationofclinical privilegesis described
in reference(e). Theprivileging authorityis responsiblefor thefinal decisionbasedon the
medicalstaffsrecommendationsregardingan individual’s appointmentor reappointmentto the
medicalstaffandgrantingofregularortemporaryclinical privileges(definedin reference(e)
andbelow).

a. All practitionerswho areeligible to providepatientcareservicesindependentlymust
apply for and begranteddelineatedclinical privilegesconsistentwith themedicalstaffappoint-
mentcriteriain thesebylaws.

(1) TemporaryClinical Privileges. Temporaryclinical privilegesmaybegrantedin
situationswhentimeconstraintsdo notallow afull credentialsreview. Grantingoftemporary
privilegesshouldbe rare,andonly to fulfill pressingpatientcareneeds. Temporaryprivileges
maybe grantedwith orwithout atemporaryappointmentto themedicalstaff They are
grantedonly afterthefacility hasprimarysourceverified licensureand currentcompetency
(adocumentedtelephonecall is acceptable).Theappropriatedepartmenthead,chairofECOMS,
andprivileging authority,mustendorsethem. Temporaryprivilegesdo not guaranteea staff
appointmentandarenot to exceed30 days.

(2) CommandConsultantPrivileges. Consultantprivilegesarenotgrantedwithin the
DOD policy guidelinesfor medicalstaffappointmentandprivileges. Thesepractitionersmust
be granteda medicalstaffappointmentand/orclinical privilegesconsistentwith thesebylaw
policies.

b. Thedelineationof apractitioner’sclinical privilegesmustincludeany limitations to
admit, treat, or directthecourseof apatient’streatment.

(1) Patientsadmittedfor inpatientcaremusthaveamedicalhistorytakenandan
appropriatephysicalexaminationperformedby aqualifiedpractitionerwith theappropriate
admissionprivilegeswho is also amemberof themedicalstaff Only membersof themedical
staffshall be grantedprivilegesto independentlyadmitto inpatientservices.

Enclosure(1) 6
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(2)DON allopathicandosteopathicphysicianswho aremembersofthemedicalstaff
with clinical privileges,while notspecificallylisted in eachcoreprivilegelist, by virtue of
licensureandmedicalstaffstatus,areauthorizedto admitpatientsto inpatientservices.Naval
Medical Departmentfacility-specificmedicalstaffpoliciesandprocedures,enclosure(2), will
delineateexceptionsto thebylawsbasedon facility limitations.

(3) NonphysicianLIPs(membersof themedicalstaff) mayperformall orpart ofthe
admissionmedicalhistoryandphysicalexaminationif grantedsuchprivileges. Thefindings,
conclusions,andassessmentofrisk areconfirmedor endorsedby a qualifiedphysicianprior to
majorhigh-riskdiagnosticor therapeuticinterventionsasdefinedby the local medicalstaff
Thisrequirementfor promptmedicalevaluationby aqualifiedphysiciandoesnotapply to
qualifiedoral-maxillofacialsurgeonsorotherLIPswho havebeengrantedtheclinical privileges
to performahistory andphysicalexaminationin their specialty.

(4) Therole ofthemedicalstaffmustbe clearlydefinedin the writtenplanfor thecare
andappropriatereferralofpatientswho areemotionallyill, whobecomeemotionallyill while
inpatients,or whosuffertheresultsofalcoholismor drugabuseexceptin MTFswith psychiatric
orsubstanceabusedepartments.Thepoliciesandproceduresof eachMTF will delineatethe
referralor transferprocessof patientsin circumstanceswhenrequiredservicesarenotprovided
by thefacility, for example,emotionalillnessor substanceabuse.

(5) Thegeneralmedicalconditionofeachpatientadmittedis theresponsibilityof the
admittingpractitionerwhomustbeamemberof themedicalstaff

(6) Dentistsareresponsiblefor thepartof theirpatient’shistoryandphysicalexamina-
tion thatrelatesto dentistry.

(7) Podiatristsareresponsiblefor thepartof theirpatient’shistory andphysicalexamina-
tion that relatesto podiatry.

(8) Specificadmissionprivilegesmustbe grantedto anynonphysicianpractitioner.

c. Life-ThreateningEmergency.Any practitioneris permittedto do everythingpossible
within thescopeofhis or her licenseandregardlessof staffstatusor clinical privilegesto save
apatient’slife, to saveapatientfrom seriousharm,or to preventseriousdeteriorationor
aggravationof apatient’scondition, perreference(e).

5. AdversePrivilegingActions. Proceduresfor fair hearing,appellatereview,andcorrective
actionarein reference(f). Appropriateaction,that includesapeerreviewpanelhearing,will be
takenwhenthereviewofcredentialsandtherecommendationsregardingstaffappointmentsor
clinical privilegesareadverseto theapplicant,perreference(f). Adverseprivileging actionswill
be reportedto theNationalPractitionerDataBank,per reference(h).
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6. OrganizationoftheMedicalStaff

a. ECOMS. Privilegingauthoritiesof MTFswill appoint an ECOMSthat is empoweredto
actfor themedicalstaff TheECOMSparticipatesin eachMTF deliberationon thedischargeof
professionalresponsibilities.Thecommitteeis delegatedtheprimaryauthorityoverprofessional
servicesandQM activitiesprovidedby practitionerswith clinical privileges.

(1) MembershipEligibility. All membersof themedicalstaffareeligible for appointment
or electionto theECOMS. A medicalstaffmemberactivelypracticingcannotbe considered
ineligible basedsolelyon theprofessionalspecialtyor discipline. Themedicalstaffwill make
recommendationsto theprivileging authority(e.g.,commandingofficer orcommander)regarding
final appointmentnomineesofECOMSmembers.At leastonemembershallbe electedto the
ECOMSby themedicalstaff

(2) MembershipPeriod. Initial appointmentandrenewalof appointmentto theECOMS
shallnot exceeda24-monthperiodperappointment.

(3) MembershipTermination. ECOMSmembershipautomaticallyterminatesupon
revocation,suspension,orreductionofclinical privilegesfor reasonsrelatedto conductor
professionalperformance,listed in reference(f), or for otherreasonsatthediscretionofthe
privileging authority.

(4) MembershipandVoting Status. A majorityof voting membersmustbe fully licensed
physicianmembersof themedicalstaff Membershipmustincludethephysicianadvisorfor QM
andthechairofthecredentialscommitteewhena separatecommitteeexists. Theremaining
minority membershipwill reflect theclinical diversity ofthenonphysicianmedicalstaff
Nonmedical,nonvotingstaffmembersmaybe appointedto theECOMS.

(5) Small Facilities. Themedicalstaffasa wholemayserveasthe ECOMSif the
medicalstaffconsistsofno morethan 15 members.

(6) MeetingFrequency,Minutes,andAttendance

(a) TheECOMSmaymeetasoftenasnecessary,but no lessthanquarterlyto
maintaineffectivecommunicationamongthemedicalstaff~,hospitaladministration,andthe
governingbody. ECOMSmeetingintervalsmustallow for theexpeditiousmanagementof
credentialspackages.Peerreviewactivitieswith subsequentactionmustbe timely, i.e., dealt
with atthetime of occurrence,andnot delayeduntil thenextscheduledECOMSmeeting. Each
memberof theECOMSmustattendat least75 percentofall scheduledmeetingspercalendar
yearto remaineligible for continuedmembershipon thecommittee. Forquarterlymeetings,
membersmustattendat leastthreemeetings(75 percent)to remaineligible for continued
membershipon thecommittee. A majority ofECOMSvoting memberspresentmustbe fully
licensedphysicianmembersof themedicalstaffactivelypracticingin thefacility.
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(b) Themedicalstaffasawholemaymeetasoftenasnecessaryto fulfill its
responsibilitiesofmonitoring,evaluating,andimproving carewithin thefacility andfor the
effectiveperformanceofthestafffunctionsspecifiedin thesebylaws. Eachfacility will
establishmechanismsto providefor effectivecommunicationamongthe medicalstaffandall
levelsof governanceinvolved in policy decisionsaffectingpatientcareservices.A summaryof
anyformal communicationsshallbe forwardedto theECOMSreflectingmedicalstaffneedsand
concerns.

(7) ResponsibilitiesoftheECOMS. TheECOMSis responsiblefor making recommenda-
tionsdirectly to theprivileging authorityper references(b) and(e) for approvalon at leastthe
following matters:

(a) Structureof theprofessionalstaff

(b) Reviewing,granting,reducing,revoking,suspending,denying,or terminatinga
practitioner’sappointmentto theprofessionalstaffanddelineatedclinical privileges,policies,
andprocedures,per references(e) and(f). Whenprivilegingactionon nonphysician
practitionersis consideredby theECOMS,apeerofthat practitionermustbe presentand
involved in thedialogue.

(c) Organizationof medicalstaffQM activities,including themechanismusedto
conduct,evaluate,andrevisesuchactivities. A primarygoalof QM activities will be to ensure
thesamequalityofcarethroughouttheorganization.

(d) Mechanismsfor peerreviewandfair hearingproceduresandthemechanism
whichmedicalstaffmayterminateappointment,consistentwith reference(f).

(e) Reviewingand actingon reportsandrecommendationsfrom medicalstaff
committees,clinical directoratesordepartments,processactionteams,andotherassigned
activity groups.

(f) Reviewinganannualevaluationof theeffectivenessof themedicalstaffs
participationin QM activitiesthat is also includedin theannualappraisalofthefacility’s QM
Program,per reference(g).

(g) Adoptionor amendmentof local policies andproceduresofthemedicalstaff
subjectto theapprovalofthe local representativeof theprivileging authority. Suchpoliciesand
proceduresmustbe developedwith dueregardfor ensuringqualitypatientcareby all individuals
with delineatedclinical privilegeswithin and acrossdirectoratesanddepartments.

(h) Disseminatinginformationfrom medicalstaffmeetingsto facility medicalstaff,
clinical supportstaff, administration,andtheprivilegingauthority,per references(e) and(g).
Themedicalstaffmaycommunicatewith all levelsof governanceinvolved in policy decisions
affectingpatientcareserviceswithin theNavyMedical Departmentvia thechainof command
andtheappropriatespecialtyadvisor.
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(i) Recommendingspaceandotherresources,e.g.,categoriesandnumbersof
practitioners,neededto supportthefacility’s overall planfor caredelivery.

b. Clinical Departments.In facilities with medicalstaffdepartments,local MTF policies
andprocedureswill specifyameetingfrequencyfor clinical departments,no lessthanquarterly,
at which time thefindingsofQM activitieswill be reviewed.Meetingswill be documented,per
references(b) or(c), asapplicable,andreferences(e) and(g). Summaryof findingswill be
presentedto the ECOMSquarterly. Theseactivitiesaretheresponsibilityoftheentiremedical
staffin afacility with anondepartmentalizedmedicalstaff

(1) All individualswith delineatedclinical privilegesmustbe assignedto andhave
clinical privilegesin at leastoneclinical departmentwhenmedicalstaffclinical departments
exist. Reference(e) providesguidancefor thegrantingofclinical privilegesin morethanone
departmentor clinical specialtyarea.MTFs will havelocal policiesandproceduresto address
themedicalstaffmechanismsfor the recommendationofprivilegesandQM activities involving
all individualswith clinical privilegeswhenthereareno medicalstaffdepartments.

(2) Responsibilitiesof DepartmentHeads(Chairs,ServiceChief,orOtherMTF-Specific
Designation). Thecommandingofficer or commanderappointsdepartmentheads.A non-
physicianmedicalstaffmemberwith clinical privilegesmaybe appointeddepartmentheadofa
clinical department.In that case,peerreviewmonitoringof clinical competency,staffappoint-
ment,andprivileging issuesshould includereviewby theappropriateprofessionalspecialty.
Departmentheadsmustbecertifiedby a specialtynursing,medical,orallied healthspecialist
board,andaffirmatively establishtheircurrentcompetencethroughtheprivilegedelineation
process.Departmentheadsprovideeffectiveleadershipandefficientmanagementin the
following areas:

(a) Overseeall clinical and administrativeactivitieswithin thedepartment.

(b) Ensureprofessionalperformanceis evaluatedfor all individualswhohave
delineatedclinical privilegeswithin thedepartment.

(c) Recommendto theECOMS thedepartmental-specificcriteriafor all clinical
privileges in thedepartment,includingsupplementalanditemized,perreference(e).

(d) Recommendclinical privilegesfor eachmemberof thedepartment.Exercising
clinical privilegesis subjectto therulesandregulationsofthat departmentandto theauthorityof
thedepartmentheadbasedon thepractitioner’sscopeofpracticeaspermittedby their license,
currentlevel oftraining,currentclinical competence,andability to performprivilegesgranted.

(e) Overseecontinuousmeasurement,assessment,andimprovementof careand
servicesprovided. Themedicalstaffmusthavein placemechanismsdesignedto:

1~ Involvemembersof themedicalstaffin activitiesto measure,assess,and

improvesystemperformance.
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2. Communicatethefindings, conclusions,recommendations,andactionstaken
to improvesystemperformanceto appropriatemembersofthemedicalstaff

3. Determinethe useofrelevantpractitionerperformanceassessmentfindings in
peerreviewandperiodicevaluationsof LIP competence,per the“Medical Staff’ chapterof
reference(b).

(f) Integratethedepartmentinto theprimaryfunctionsoftheorganization.

(g) Coordinateandintegrateinterdepartmentalandintradepartmentalservices.

(h) Developand implementpoliciesandproceduresthatguide andsupportthe
provisionofservices.

(i) Determineandrecommendtheresourcesnecessaryfor safepatientcareand
additionalservices.

0) Determinethequalificationsandcompetenceof departmentpersonnelwho are
not LIPs andwho providepatientcareservices.

(k) Maintainqualitycontrol programs,asappropriate,in theareasofclinical labora-
tory services,diagnosticradiologyservices,dieteticservices,nuclearmedicineservices,and
radiationoncologyservices.Quality controlprogramswill not belimited to theseservices,but
will be partofa largerprogramofongoingmeasurementto assessthestability ofabroadrange
ofclinical processes.

(1) Orientandcontinuallyeducateall personsin thedepartment.

(m)Assessandrecommendto therelevantMTF authorityconcerningspaceandother
resourcesthatareneededfor patientcareservices,butarenotavailablein thedepartmentorthe
MTF.

(n) Specifythemechanismsby whichclinical supportstaffsaresupervisedby
membersofthemedicalstaffin carryingout theirpatientcareresponsibilities.

c. BasicMedical StaffResponsibilities.Eachmemberof themedicalstaffis requiredto
notify theprivileging authority,throughtheprofessionalaffairsdepartment,whenever:

(1) Formalproceedingsby a licensingauthorityor theDEA areinitiated, including the
filing of anaccusationor complaint,to suspend,revoke,orplaceon probationa license,
certification,or a DEA certificate.

(2) TheECOMSor thegoverningbody ofanotherMTF recommendsthemember’s
clinical privilegesbe suspended,revoked,ordeniedfor reasonsrelatedto professional
competenceorconduct.
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(3) Thememberdevelopsamentalorphysicalconditionor othersituationthat could
significantly compromisehis or herability to performthe functionsassociatedwith clinical
privileges.

7. SpecialTreatmentProcedures.Theseinterventionsrequirea specialsensitivityto patient
rights andrisk managementissues. Policiesand proceduresfor theuseofthesespecial
interventionsaredevelopedthroughan interdisciplinaryprocessandapprovedby theECOMS.
MTFs will developlocal policiesandproceduresto provideguidanceon theuseofspecial
treatmentproceduresin all areasof thefacility. Useoftheseproceduresmustbe documentedin
themedicalrecord. Localpoliciesandproceduresmustaddressthefollowing specialtreatment
procedureswheneverapplicableto thefacility (seeenclosure(3) for moredetailedguidance):

a. Restraintor seclusion.

b. Electroconvulsiveor otherformsofconvulsivetherapy.

c. Psychosurgeryorothersurgicalproceduresto alteror intervenein an emotional,mental,
orbehavioraldisorder.

d. Behavior-managementproceduresthat useaversiveconditioningto manageor improve
an individual’s behavior.

e. Substanceabuseservices.

8. Quality Management(OM). A goalof QM is thecontinuousimprovementofpatienthealth
outcomeswhile improving accessandreducingcost. QM activitieswill includetheguidelines
in references(b) and(c). Thesereferenceslist anumberofimportantfunctionsthat include:
leadership,managementof information,humanresources,theenvironmentof care,governance,
surveillance,preventionandcontrolof infection,improving organizationalperformance,patient
rights,organizationalethics,assessmentandcareof patients,educationof patientsandfamily,
andthecontinuumofcare. Eachfunctionmustbe thefocusof measurement,assessment,and
prioritizedimprovementactivities.

a. ParticipationoftheMedical Staff Themedicalstaffmustparticipatein QM activities
thatarecarriedoutcollaborativelythroughouttheorganizationacrossmultiple, structural,and
staffingcomponentsinvolving theappropriatedepartmentsanddisciplinesaspartofthefacility’s
QM Program. Theprimaryfocusin improving performancewill be on theorganization’s
systemsandprocessesratherthanon theperformanceofindividuals. While mostopportunities
for improvementcomefrom processweaknessesandnot individualincompetence,thereis still a
needfor assessingindividualcompetenceandperformance,includingpeerreview.

b. DimensionsofPerformance.Performanceis whatis accomplishedandhowwell it is
carriedout to providehealthcare. Characteristicsof healthcareperformancearecalled
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dimensionsofperformance.Thelevel ofperformancein healthcareis thedegreeto which it is
availablein atimely mannerandis safe,efficient, effective,safe,caringand respectfulofthe
patient,andcontinuouswith othercareandcareproviders.

(1) Doing theright thing

(a) Thedegreeto whichthe careofthepatienthasbeenshownto accomplishthe
desiredorprojectedoutcome(s).

(b) Thedegreeto which thecareprovidedis relevantto thepatient’sclinical needs
given thecurrentstateofknowledge.

(2) Doing theright thing well at theright placewith theright resourcesupport(staffand
equipment)including:

(a) Thedegreeto whichappropriatecareis availableto meetthepatient’sneeds
given thecurrentstateofknowledge.

(b) Thedegreeto whichthecareis providedto thepatientat themostbeneficialor
necessarytime.

(c) Thedegreeto whichthecareis providedin thecorrectmanner,giventhecurrent
stateof knowledge,to achievethedesiredorprojectedoutcomefor thepatient.

(d) Thedegreeto whichthecarefor thepatientis coordinatedamongpractitioners
and organizationsover time.

(e) Thedegreeto whichtherisk ofan interventionin thecareenvironmentis reduced
for thepatientandothers,includingthehealthcareprovider.

(f) Therelationshipbetweentheoutcomesandresultsofpatientcareandthe
resourcesusedto deliver care.

(g) Thedegreeto whichthepatientor designeeis involved in hisor herown care
decisionsandto whichthoseprovidingservicesdo sowith sensitivityandrespectfor the
patient’sneeds,expectations,andindividual differences.

c. TheImprovementCycle. Theimprovementofsystemperformanceis a cyclic process
basedon therecognitionthat betterpatientoutcomeswill resultby improving thebusinessand
clinical processes(knowledgebaseandstaffskills) relatedto theoutcomes.Thecomponentsof
the improvementcycle, suchasprocesses,data,andopportunities,arelinked by theactivitiesof
theorganization’sleaders,manager,andstaffwho plan,measure,assess,and improvetheirdaily
workprocesses.
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d. Additional ImportantPatientCareFunctions. Must includethefollowing (seeenclosure
(2) for detailedguidance):

(1)Operative,otherinvasiveor noninvasiveprocedures.

(2) Medicationuse.

(3) Blood andbloodcomponents’use.

(4) Medicalrecordreview.

(5) Postmortemexaminations.

e. Risk Management.Risk managementactivities,perreference0)~relatedto theclinical
aspectsofpatientcareandsafetyare:

(1) Identificationof generalareasofpotentialrisk suchassupervisionof internsand
residents.

(2) Developmentof criteriafor identifyingspecificcaseswith potentialhighrisk and
evaluationofthesecases.

(3) Correctionofproblemsandtheirroot causeidentifiedby risk managementactivities.

(4) Designofprogramsto proactivelyidentify and reducerisk, i.e., building reliability.

(5) Annual risk managementeducationandtraining for medicalstaff

f. Utilization Management(UM). Themedicalstaffmustparticipatein UM activities. UM
is an organized,comprehensiveapproachto analyze,direct,andconserveorganizational
resourceswith aview towardsprovidingcarethat is bothefficient andcost effective. Datafrom
UM activitieshelp to establishpracticepatternsthatmayhavea directimpacton thequality of
healthcaredelivered. Inpatient,aswell asoutpatient,proceduresand servicesareincludedin
UM. Thelocal MTF UM instructionorpolicy andprocedurecandelineatewhat functionsare
reviewed,basedon thescopeof careandservicesat thefacility. (Seereference(1) for UM
guidanceandactivities.)

g. OtherReviewFunctions

(1) Themedicalstaffmustparticipatein otherfacility-wide reviewfunctions,including
infectioncontrol,safety,and internalandexternaldisasterplanning.

(2) Concerningpostmortemexaminations,themedicalstaff, in cooperationwith other
appropriatefacility clinical supportstaff, mustdevelopandusecriteriapublishedin local MTF
policiesandproceduresthat:
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(a) Identify deathsin which anautopsyshouldbe performed.

(b) Establishmechanismsfor documentingpermissionto performan autopsy.

(c) Establishasystemfor notifying themedicalstaff, specificallytheattending
practitioner,whenanautopsyis beingperformed.Themedicalstaffwill attemptto secure
autopsiesin all deathsthat meetthecriteriafor autopsies.Findingsfrom autopsiesmustbe used
asa sourceof clinical informationin QM activities.

9. Education. All individualswith amedicalstaffappointmenthavingdelineatedclinical
privilegesmustparticipatein continuingeducationactivities that relateprimarily to the
privilegesgranted.

a. MTF-sponsorededucationalactivitiesmustbe offeredand relateprimarily to:

(1) Typeandnatureofcareofferedby thefacility.

(2) Findingsof QM activities.

(3) Resultsof accreditationandmedicalinspectorgeneralsurveys.

(4) Expressededucationalneedsof individualswith clinical privileges.

b. Eachpractitioner’sparticipationin continuingprofessionaleducationmustbe
documentedandconsideredatthetimeofreappointmentto theprofessionalstafforrenewalor
revisionof individual clinical privileges.

10. SupplementalMTF PoliciesandProcedures,to comply with therequirementsof this
instruction,mustbe developedby themedicalstaffand approvedby theprivileging authority.
Usetheoutline in enclosure(2) asaguide.

11. Amendments.Proposedamendmentsto theseDON medicalstaffbylawsmaybe submitted
for considerationat anytimevia thechainof commandto: Chief,BureauofMedicineand
Surgery(BUMED-M3M), 2300E StreetNW, Washington,DC 20372-5300.

12. AnnualReview. Thesebylawsshallbe reviewedannuallyby BUMED-M3M. Supple-
mentalMTF medicalstaffpoliciesandproceduresmustbe reviewedannuallyaspartofthe
MTF’s QM programannualassessment.Revisionsof supplementalMTF medicalstaffpolicies
andproceduresmustbe madeto reflectcurrentpracticeswith respectto medicalstaff
organizationandfunctionand compliancewith references(b) through(g).
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NAVAL MEDICAL DEPARTMENT
FACILITY-SPECIFIC MEDICAL STAFFPOLICIES AND PROCEDURES

SUGGESTEDOUTLINE

1. General.Enterageneralstatementof effectivedate,to whom rulesandregulationsare
applicable,andwho will performorientationofnewapplicants.Includemechanismfor
changingtheMTF-specific local medicalstaffpoliciesandprocedures.

2. Local Medical Staff. Describelocal medicalstaffpoliciesand proceduresif thereis a need
to tailor enclosure(1) provisionsto local staff. Making referenceto a local instructionis accept-
able,if this matteris addressedtherein,ratherthanrestatingexistingguidance.

3. Medical StaffAppointmentand Reappointment.Describeappointmentandreappointment
policiesandproceduresif thereis aneedto tailor enclosure(1) provisionsto local staff. Include
local procedurefor handlingapplicationsaswell asthosefor privilegemodifications. Making
referenceto a local instructionis acceptable,if thesemattersareaddressedtherein,ratherthan
restatingexistingguidance.

4. DelineatedClinical Privileges. Describeprivilegepolicies andproceduresif thereis needto
tailor enclosure(1) provisionsto local staff. Includeany commandpolicieswith respectto the
practiceofcoreprivilegesdueto facility, equipment,staff,orotherconstraints.Describethe
scopeofservicesprovidedin thefacility (e.g.,inpatient,outpatient,level III emergency
medicine,obstetrics,orthopedics,andgeneralsurgery). Theserestrictionswill not categorically
restrictthescopeofpracticefor agiventypeofpractitioner. Any restrictionswill reflect facility
resourceconstraints(e.g.,supplies,training,andavailability of comprehensivepatientcare
supportthroughouttheentirecarecontinuum)or individual practitionereducation,experience,or
competence.Eachclinical departmentwill have,aspartof theirpoliciesandprocedures,a list of
departmental-specificcriteriafor thegrantingof privileges,includinganypracticerestrictions
andthedepartment’sscopeofclinical services.Referencinga local instructionis acceptable,if
thesemattersareaddressedtherein,ratherthanrestatingexistingguidance. MTF policiesand
procedureswill delineatetheprocessfor referralor transferof patientsin circumstancesin which
requiredservicesarenot providedby thefacility, for example,emotionalillnessor substance
abuse.

5. Local MedicalStaffOrganization.Describehowthemedicalstaffis organized(atthe
directorate,department,division,or facility-wide level); describehow theimportantfunctionsof
medicationuse,blood use,andoperativeand otherinvasiveproceduresaremeasured,assessed,
andimproved(e.g.,committee,individual department,or othermethods);describecomposition
of ECOMSandfrequencyofmeetings;notewhetheror not a credentialsreviewcommittee
exists;andnotethefrequencyof medicalstaffmeetings,if not annually,describemechanismsof
medicalstaffcommunicationthroughoutthechainof command.Includealist of all departments
in which surgicalor otherinvasiveproceduresareprovided. Includealist ofall departmentsor
areaswheremedicationsareadministeredfor analgesiaandsedation,to includemoderate
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sedationandanalgesia(conscioussedation/analgesia),outsidethe operatingroom by non-
anesthesiapersonnel.Referencinga local instruction is acceptable,if thesemattersareaddressed
therein,ratherthanrestatingexistingguidance.

a. EachMTF shallestablishlocal policiesandproceduresthatincludeadescriptionof
medicalstaffofficerpositions,methodof electingofficers,qualifications,responsibilities,tenure
ofofficers,andtheconditionsandmechanismsfor removingofficers from theirpositions. All
officersof themedicalstaff, includingcommitteechairs,mustbe membersof themedicalstaff
andmustbe appointedby thecommandingofficer or electedby themedicalstaff TheECOMS
makesappointmentrecommendationsregardingoffice candidatesto thecommandingofficer,
who hasfinal decisionauthority. Thecommandingofficermayremoveany appointedor elected
officer orchair in a“show cause”or perparagraph6a(3)ofenclosure(1). At leastone member
will be electedto theECOMSby themedicalstaff.

b. In facilitieswith medicalstaffdepartments,MTF localpoliciesandproceduresmust
specifyameetingfrequencyfor clinical departments,no lessthanquarterly,atwhich timethe
findings ofQM activitieswill be assessed.

c. Whenthereareno medicalstaffdepartments,MTFs will havelocalpoliciesand pro-
ceduresto addressthemedicalstaffmechanismsfor therecommendationofprivilegesandQM
activitiesinvolving quality ofcarereviewfor all individualswith clinical privileges. In clinical
departmentswith anonphysiciandepartmenthead,monitoring ofclinical competencyand staff
appointmentandprivileging issuesshouldincludereviewby theappropriateprofessional
specialty.

d. EachMTF shallestablishlocal policiesandproceduresdescribingthemechanismof
communicationbetweentheECOMSandthemedicalstaff This policy mustaddressthe
processby whichthemedicalstaffparticipatesin thedecisionsmadeby theorganizationrelated
to patientandmedicalcareissues. Seesubparagraphs6a(1)through6a(7)ofenclosure(1).

6. SupervisionIssues

a. Supervisionof HouseStaff In facilitiesparticipatingin professionalgraduateeducation
programs,clinical supervisionofhousestaffby medicalstaffmembersmustbestated,in
writing, eitheronawatch list or in thepatient’smedicalrecordandwithout restrictionof the
medicalstaffmember’sauthorityto writeorders.Thedenialor limitation of privilegesof
medicalstaffmemberswhochoosenot to participatein theteachingprogramis prohibited.

b. Supervisionof UnlicensedPractitioners.Seereference(e).

c. SupervisionofNonindependentPractitioners.Seereference(e).

7. Multidisciplinary TreatmentPlans. Addressmultidisciplinarytreatmentplansand ensure
appropriatephysicianinvolvementin theirapprovalwhenan MTF thathasapsychiatricor
substanceabusedepartmentdeterminesthat suchplansareappropriate.
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8. OtherLocal Policies andProcedures.Developlocal policiesandprocedureswith respectto
optionalmatterssuchas,requestedresidentialproximity to the facility for medicalstaff,watches
andprovisionsfor medicalstaffbackup,useofsubjective-objective-assessment-plan-instructions
(SOAPI) format in charts,requiredfrequencyofprogressnoteand supervisoryannotationin
inpatientcharts,scopeof carefor studentsandthemethodofsupervisionoftrainees,and
consultationandreferralproceduresor rules. A list of local instructionspertinentto medical
stafffunctionsmaybeincluded,e.g.,QM Program,credentialsreviewandprivileging,medical
records,patient’sbill ofrights,andrisk management.

9. EmergencyCare. MTFsprovidingonly ambulatorycareservices,accreditedunderreference
(c), mustaddresstheprovisionofurgentcareservices.Theavailability ofemergencyservicesis
requiredfor all facilities accreditedunderreference(b), regardlessofwhetherambulatorycareis
provided. In both areas,emphasisis onprovidingtheappropriateservicesbasedon customer/
patientpopulationneeds.Definedmeansofaccessandtransportationto appropriateemergency
care,internalandexternal,mustbe included.

10. Annual Review. MTFs will developaprovisionfor annualreview.

11. SpecialTreatmentProcedures.MTFs will developlocalpoliciesandproceduresto provide
guidanceon theuseofspecialtreatmentproceduresfollowing guidanceincludedin enclosure(3)
of thesebylaws.

12. ImportantFunctions. Themedicalstaffprovidesleadershipfor theprocessmeasurement,
assessment,andimprovementofthe following functions:

a. Operative,OtherInvasiveandNoninvasiveProcedures

(1) Multidisciplinary Collaboration. Measurement,assessment,andimprovementof
operative,otherinvasiveandnoninvasiveproceduresmustbe performedin acollaborativeand
multidisciplinaryenvironment,including all individualsandprofessionsinvolved in providing
theseservices.Themedicalstaffmustplay acentralrole in thisprocessandis responsiblewhen
thereviewfocuseson theperformanceofprivilegedpractitioners.

(2) Prioritiesfor Measurement.EachMTF mustprioritize its operative,otherinvasive
andnoninvasiveprocedures,selectinghigh priority proceduresor categoriesofproceduresfor
measurement.Thevarietyof proceduresmeasuredmustbe representativeoftheorganization’s
scopeofcareandpriorities. For eachcategorychosen,the sampleofcasesselectedfor
measurementmustbestatisticallyrepresentative.

(3) Focuson Processes.Measurementmustincludetheprocessesrelatedto:

(a) Selectingappropriateprocedures.

(b) Preparingpatientsfor procedures.
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(c) Performingproceduresandmonitoringpatients.

(d) Providingpost-procedurecare.

(e) Performingpost-procedurepatienteducation.

It is not requiredto measureall five processesfor eachprocedureselected,however,all these
processesmustbe includedin theorganization’soverall measurementofoperative,other
invasiveandnoninvasiveprocedures.Thegoalof this activity is measurementofthe
performancein anarea,overaperiodoftime, to understandprocessvariation(ratherthan
time-limited, focusedstudies).

(4) j~j~gnosticDiscrepancies(PerformanceVarianceMeasures).An intensiveassess-
mentmustbe initiated in responseto all majordiscrepanciesor patternsofdiscrepanciessuchas,
betweenpreoperativeandpostoperative(or pathologic)diagnoses,andadverseeventsorpatterns
ofadverseeventsduringanesthesiause.

(5) FrequencyofMeasurement,Assessment,andReporting. Measurementmustbe an
ongoingprocess.Assessmentandreportingfrequencymustbe at leastquarterly.

b. MedicationUse

(1) MultidisciplinaryCollaboration. Measurement,assessment,andimprovementof
medicationusemustbe performedin acollaborativeandmultidisciplinaryenvironment,
includingpharmacystaff, nursingstaff, managementandadministrativestaff, medicalstaff,and
othersasneeded.Themedicalstaffmustplay acentralrole in thisprocessandis responsible
whenthereviewfocuseson theperformanceof privilegedpractitioners.

(2) MeasurementPriorities. EachMTF will establishmeasurementpriorities for its
medicationuse. Thevarietyofmedicationsmeasuredmustbe representativeofthe organiza-
tion’s scopeof careand higherpriorities. For eachmedicationor categoryofmedicationchosen
for measurement,thesampleof casesselectedmustbe statisticallyrepresentative.

(3) ProcessFocus. Measurementmustincludetheprocessesrelatedto:

(a) Prescribingandordering.

(b) Preparingand dispensing.

(c) Administering.

(d) Monitoringtheeffectsof medicationson patients.
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It is not requiredto measureall fourprocessesfor eachmedicationselected,however,all four
processesmustbeincludedin theorganization’soverall measurementofmedicationuse. The
goalof this activity is measurementoftheperformancein an area,overaperiodof time,to
understandprocessvariation(ratherthantime-limited, focusedstudies).

(4) AdverseDrug Reactions(PerformanceVarianceMeasures).MTF local policiesand
proceduresmustincludeadefinition of asignificantadversedrugreaction(ADR) aswell asa
procedureto obtaindataregardingits occurrence.All significantADRs mustreceiveintensive
assessment.

(5) Measurement,Assessment,andReportingFrequency.While measurementis an
ongoingprocess,assessmentandreportingfrequencymustbe at leastquarterly.

(6) DrugFormularyMaintenance.MTFswill developlocalpoliciesandproceduresto
addressmaintenanceofthe drugformulary.

(7) InvestigationalandExperimentalDrugs. MTFs will developlocal policiesand
proceduresto addressapprovalof protocolsthat useinvestigationalandexperimentaldrugs.

(8) MedicationErrors. MTFswill developlocal policiesandproceduresthatdefine
processesto measureandassessorganizationalperformanceon medicationerrors.

c. Blood and BloodComponentsUse

(1) Multidisciplinary Collaboration. Measurement,assessment,andimprovementblood
andbloodcomponents’usemustbe performedin acollaborativeandmultidisciplinaryenviron-
ment, includingall individualsandprofessionsinvolved in providingthis service. Themedical
staffmustplay a centralrole in this processandis responsiblewhenthereviewfocuseson the
performanceofan LIP clinical privilege.

(2) MeasurementPriorities. EachMTF will establishmeasurementprioritiesofits blood
and blood components’use. Thevarietyofbloodcomponentsmeasuredmustbe representative
of theorganization’sscopeofcareandhigherpriorities. Foreachbloodcomponentchosenfor
measurement,thesampleofcasesselectedmustbe statisticallyrepresentative.

(3) ProcessFocus. Measurementmustincludetheprocessesrelatedto:

(a) Ordering.

(b) Distributing, handling,anddispensing.

(c) Administering.

(d) Monitoring theeffectsofblood andbloodcomponentson patients.
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It is not requiredto measureall fourprocessesfor eachcomponentselected,however,all four
processesmustbe includedin theorganization’soverall measurementofbloodandblood
components’use. Thegoalof thisactivity is measurementofperformancein anarea,over a
periodoftime, to understandprocessvariation(ratherthantime-limited, focusedstudies).

(4) TransfusionReactions(PerformanceVarianceMeasures). MTFs will developlocal
policiesandproceduresthatdefinethecriteriato identify transfusionreactions. All confirmed
transfusionreactionsmustreceiveintensiveassessment.

(5) Measurement,Assessment,andReportingFrequency.While measurementis an
ongoingprocess,assessmentandreportingfrequencymustbe at leastquarterly.

d. MedicalRecordReview

(1) Multidisciplinary Collaboration. Medical recordreviewmustbeperformedin a
collaborative,multidepartmentalenvironmentby themedicalstaff, nursingstaff, themedical
recordsdepartment,managementandadministrativeservices,andrepresentativesofother
departmentsasappropriate.Themedicalstaffmustplay acentralrole in this process.The
medicalstaff is responsiblewhenthereviewfocuseson theperformanceofanLIP with clinical
privileges. Themedicalstaffmustadditionallybe involved in thereviewofmedicalrecordsto
evaluatethequality oftherecordsthemselves,e.g., clinical pertinencereviews. Onepurposeof
the medicalrecordreviewis to improvethequality andusefulnessofthemedicalrecordfor
makingdecisionsregardingpatientcare.

(2) FocusofMeasurement.Eachmedicalrecordor arepresentativesampleofmedical
recordsmustcontainthe items listed in references(b) and(c). MTF policies andprocedures
mustdefinethesamplingrateandmethodology. Inpatientmedicalrecordsmustbe completed
within 30 days.

(3) Measurement,Assessment,andReportingFrequency.Thecompleteness,accuracy,
andtimely completionof informationin medicalrecordsmustbe reviewedand documentedat
leastquarterly.

13. GeneralMedicalRecordRequirements

a. A medicalrecordmustbe initiated andmaintainedfor eachindividualassessedor treated

in all areasof theMTF including inpatient,emergencydepartment,and ambulatorycare.

b. No medicalrecordwill be removedfrom theMTF’s jurisdictionandsafekeepingwithout

a courtorderorsubpoena,exceptasrequiredby law andper references(i) and(k).

c. MTFswill developlocal policiesandproceduresspecifyingthecategoriesof individuals

who are authorizedto makeentriesin medicalrecords.
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d. MTFs will developlocal policiesandprocedureson theuseofverbalorders: how, when,
whomayacceptthem,time periodfor authentication,anddefinition of diagnosticortherapeutic
verbalordersassociatedwith potentialhazardto thepatient.

e. MTFs will developlocal policiesandproceduresdefiningtherequirementsfor counter-
signatureof medicalrecordentriespreparedby clinical supportstaffandnonprivileged
practitioners.Thesepoliciesandproceduresmustbe within theguidelinesofrelevantDOD,
DON,andBUMED instructions.

f Eachmedicalrecordmustcontainthedataelementslisted in references(b) and(c) to
identify thepatient,supportthediagnosis,justify thetreatment,documentthe courseandresults,
andfacilitatecontinuityofcareamonghealthcareproviders.

g. All patientsadmittedfor inpatientcaremusthaveahistorytakenandacomprehensive
physicalexaminationperformedwithin 24 hoursof admissionby aphysician,amemberofthe
medicalstaffwith clinical privileges,or by anonphysicianmemberof themedicalstaffwith
appropriateadmittingprivileges.

(1) Qualifiedoral andmaxillofacial surgeonswhoadmitpatientswithout medical
problemsmayperformthehistoryandphysicalexaminationon thesepatients,if theyhavesuch
privilegesandmayassessthemedicalrisksof proposedsurgicalprocedures.

(2) Otherindividualswho arepermittedto providepatientcareservicesindependently
mayperformthe history andphysicalexamination,if grantedsuchprivileges. Thefindings,
conclusions,andassessmentof risk areconfirmedor endorsedby aqualifiedphysicianbefore
majorhigh-risk (asdefinedby the local medicalstaff), diagnostic,or therapeuticinterventions
areperformed.

(3) Dentistsareresponsiblefor thepartof theirpatient’shistoryandphysicalexamina-
tion thatrelatesto dentistry.

(4) Podiatristsareresponsiblefor thepartof their patient’shistory andphysicalexamina-
tion that relatesto podiatry.

h. For patientsreceivingambulatorycareservices,themedicalrecordmustincludea
summarylist (seereferences(b), (c), and(i) for specificguidance),containingasummaryof
knownsignificantdiagnoses,conditions,procedures,drugallergies,andcurrentmedications.
Thesummarylist is to be initiatedandmaintainedfor eachpatientseenfor continuing
ambulatorycare.

14. PostmortemExaminations.Themedicalstaff, in cooperationwith otherappropriatefacility
clinical supportstaff, mustdevelopandusecriteriapublishedin local MTF policiesand
proceduresthat:
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a. Identify deathsin whichan autopsyshouldbe performed.

b. Establishmechanismsfor documentingpermissionto performan autopsy.

c. Establishasystemfor notifying themedicalstaff, specificallytheattendingpractitioner,
whenan autopsyis beingperformed.Themedicalstaffwill attemptto secureautopsiesin all
deathsthat meetthecriteriafor them. Findingsfrom autopsiesmustbeusedasa sourceof
clinical information in QM activities.
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NAVAL MEDICAL DEPARTMENT
FACILITY-SPECIFIC MEDICAL STAFFPOLICIES AND PROCEDURESFOR

RESTRAINT AND SECLUSION

SUGGESTEDOUTLINE

1. SpecialTreatmentProcedures.Restraintand seclusionis limited to emergenciesin which
thereis animminentrisk ofanindividual physicallyharminghim or herself,staff, or othersand
whennonphysicalinterventionsarenotappropriate.MTFs will developlocal policiesand
proceduresto provideguidanceon theuseof specialtreatmentprocedures,e.g.,special
interventionsin all areasofthefacility. Medical staffmusttakespecialprecautionsto ensure
theseinterventionsarewarrantedanddo not endangerpatients.

a. Restraintor Seclusionfor BehavioralHealthPatients.Foremergentsituationsrequiring
immediateuseofrestraintorseclusion,specificstaffasdesignatedin theMTF policiesand
proceduresmayinitiate restraintorseclusionandthenobtaina physician’sverbalor written
order. In all areasofthefacility with apsychiatricunit orclinic, aphysician’sverbalorwritten
ordermustbeobtainedwithin 1 hourof the initial useofrestraintor seclusion.Theuseof“as
needed”(PRN)orders,whetherindividual oraspartofa protocol,for patientswith primary
behavioralhealthneedsis prohibited. In all areasoftheMTF wheneveraverbalorderis given
for restraintor seclusion,awrittenordermustbe placedin thepatient’smedicalrecordwithin 24
hours. If apatientrequiresover 72 hoursofcontinuousrestraintorseclusionormorethanfour
separateepisodeswithin a 7-dayperiod,a specialmeetingofthetreatmentteamorconference
betweentheresponsiblephysicianandthenursingteamwill be held to consideralternative
approaches.MTFs will developlocal policiesandproceduresto addressthefollowing:

(1) Medical staffmustapprovetheuseofrestraintandseclusionasan integral
componentofmedical,dental,diagnostic,orsurgicalproceduresor devicesin all areasof the
MTF. Therestraintandseclusionstandardsfor behavioralhealthcarepatientsdo not applyto
standardpracticesthatincludelimitation ofmobility or temporaryimmobilizationrelatedto
medical,diagnostic,or surgicalproceduresandrelatedpost-procedurecareprocesses,e.g.,
surgicalpositioning,intravenousarmboards,etc.).

(2) Definitions ofrestraintand seclusionandthephysicalareasin thecommandwhere
restraintandseclusionmaybeused.

(3) Requirementfor themedicalrecordto containappropriateclinical justification to
explainemergencysituation,time-limitation,andcompletedocumentationofeachuseof
restraintor seclusion.

(4) Qualificationsof staffmemberswhomayinitiate or terminaterestraintor seclusion.

(5) Requirementsfor theperiodicobservationofthepatient,attentionto theneedsofthe
patientanddocumentationthereof,including themaximumlengthoftime betweenobservations
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ofthepatientin restraintor seclusion(nevergreaterthan 15 minutes). For behavioralhealthcare
providedto patients,themonitoringfrequencywill be continuousor no lessfrequentthanevery
15 minutes. Thedocumentationoftheobservationmustincludeat leastthefollowing: vital
signs,notingrelevanceto thephysicalsafetyofthepatient’snutritional andhydrationneeds;
circulationandrangeof motion ofextremities;hygiene;elimination;physicalandpsychological
statusandcomfort;assistanceenablingindividualto meetbehavioralcriteriafor discontinuation
ofrestraintor seclusion;readinessfor discontinuationofrestraintor seclusion;aneedfor LIP or
emergencymedicalservices.

(6) Specificationofthemaximumamountof time for theuseof restraintor seclusion.
Writtenordersfor restraintor seclusionarelimited to: 24 hours;4 hoursfor adultswith a
primarybehavioralhealthneed,2 hoursfor childrenandadolescentsages9 to 17 with primary
behavioralhealthneeds;or 1 hourfor patientsunderage9 with primarybehavioralhealthneeds.
Theabovemustbe writtenin theoriginal order.

(7)After theoriginal orderhasexpired,an LIP mustconducta face-to-face(personal)
evaluationofanindividual. For hospitalsthatuseaccreditationfor Medicaredeemedstatuswith
theJCAHO,thestandardis an LIP mustconductaface-to-face(personal)evaluationofan
individual in restraintandseclusion,regardlessof age,within 1 hourofthe initiation of restraint
or seclusion.

(8) After the initial time-limitedorderexpires,theLIP mustwrite aneworderif restraint
or seclusionis continued. Theoriginal orderandthecommand’spolicy maypermit a licensed,
qualified, andauthorizedhealthcareprovider,e.g.,registerednurse,to performthereassessment
andmakea decisionto continuetheoriginal orderfor an additional: 4 hoursfor adultsup to a
maximumof 24 hours;2 hoursfor childrenandadolescentsages9 to 17 up to amaximumof 24
hours;or, 1 hourfor childrenunderageof 9 for periodsup to a maximumof24 hours,but an
LIP mustwrite theorderandbe notified of the individual’s statusif therestraintor seclusionis
continued.

(9) Identificationofpatientcategoriesat risk to be placedin restraintor seclusion.

(10) Methodsto continuouslydecreasetheuseofrestraintsthroughoutthefacility.

(11) Proceduresfor theearlyreleaseofpatientsfrom restraintor seclusion.

b. Restraintor Seclusionfor AcuteMedicaland Surgical(Nonpsychiatric)Care. These
policiesaddressuseofrestraintin careofmedicaland surgicalpatients,which includespatients
receivingpediatric,obstetric,orrehabilitationcarein areasotherthanapsychiatricunit. The
MTF will developlocal policiesandproceduresto addressthefollowing:

(1) Restraintsthatlimits theuseto situationswherethereis appropriateclinicaljustifica-
tion. For specifiedconditionsor procedures,protocolsfor theuseofrestraintmustbe established.
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(2) Identificationofperformanceimprovementprocessesto seekopportunitiesto reduce
therisksassociatedwith restraintthroughtheuseof preventivestrategiesandinnovative
alternatives.

(3) Acutemedicalorsurgicalpatientrestraintis usedpursuantto eitheran individual
orderor anapprovedprotocolwithin thecommand.Restraintis useduponorderofan LIP. If
suchapractitioneris not available,aregisterednursemayinitiate restraintusebasedon
appropriateassessmentofthepatient. An LIP mustbe notified within 12 hoursofinitiation of
restraint,andaverbalorwritten ordermustbe obtained;verbalordersmustbe signedwithin 24
hours.

(4) Requirementsfor theperiodicobservationofthepatient. A patientin restraintsmust,
at aminimum,be monitoredevery 15 minutesthroughobservationor interactionto determine
thephysicalandemotionalwell-beingofthepatient,obtainvital signs,nutrition andhydration
status,hygieneandeliminationneeds,maintenanceof thepatient’srightsanddignity, whether
lessrestrictivemethodsarepossible,changesin patient’sbehaviororclinical conditionneededto
removerestraints,andwhetherrestrainthasbeenappropriatelyapplied,removedor reapplied.

(5) Requirementsfor appropriatedocumentationin patient’smedicalrecordfor each
restraintepisode.

c. ElectroconvulsiveandOtherFormsofConvulsiveTherapy.Completethefollowing
beforeinitiating electroconvulsivetherapyfor achild or adolescent:

(1) Two qualifiedchild psychiatristswith training or experiencein thetreatmentof
childrenoradolescentsmustexaminethepatient.

(2) Theexaminingpsychiatristscannotbe directlyinvolved in thetreatmentof the
patient.

(3) Theexaminingpsychiatristsmustprovidetheirfindings andassessmentsin writing to
theprimarytreatingpsychiatrist.

(4) Thepatient’smedicalrecordmustreflect theexaminingpsychiatrists’concurrence
with thedecisionto administersuchtherapy.

d. Psychosurgeryor OtherSurgicalProceduresto Alter or Intervenein an Emotional,
Mental, or BehavioralDisorder. Local policiesandproceduresmustaddress:

(1) Indicationsfor use.

(2) Requirementsfor documentationoftheseproceduresin thepatient’smedicalrecord,
includingjustification for useoftheprocedure.
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e. Behavior-ManagementProceduresthatUseBiofeedback,Reinforcement,orAversive
Therapy.MTFs thatperformtheseproceduresmustdeveloplocalpoliciesandproceduresthat
address:

(1) Staffqualifications.

(2) Selectioncriteriafor patients.

(3) Documentationoftheseproceduresin thepatient’smedicalrecord,including
justification for theiruse.

f. SubstanceAbuseServices.Whenan MTF hassubstanceabuseservices,admissionand
dischargeprivilegesareasfollows:

(1) If aclinical psychologistis departmenthead,thenaphysicianassignedto thealcohol
rehabilitationdepartment(ARD) mustperformtheadmissionphysicalexamination.

(2) If no physicianis assignedto theARD, theadmissionphysicalmustbe providedby
anotherphysicianassignedto theMTF.

(3) If aphysicianotherthana psychiatristis theARD head,apsychiatristorclinical
psychologistmustperformthepsychosocialevaluationof ARD patients.

(4) If no psychiatristor clinical psychologistis assignedto theARD, apsychiatristor
clinical psychologistassignedto theMTF mustperformthepsychosocialevaluationofARD
patients.
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